Studies assessing palliative care education in U.S. medical schools reveal that little attention is paid to this topic. Although core competencies have been defined, few schools have implemented effective means to incorporate formal palliative care education into undergraduate curricula. To promote reform, each school needs to conduct a thorough assessment to identify palliative care content throughout the four-year curriculum.
ical school in New York. The instrument that embodies this method-the Palliative Education Assessment Tool-also can be used to develop a medical school's strategy to enhance the palliative care education of its students. The results of our successful implementation in the New York schools are not included here, as the focus of this article is on the method of the self-assessment instrument. We plan to share the results of the implementation of PEAT in a future article.
This project was a direct outgrowth of developments in New York concerning the state of end-of-life care and palliative care education. A report by the New York State Task Force on Life and the Law opposed legalization of assisted suicide and highlighted the lack of adequate pain and symptom management and psychological support at the end of life. 1 The New York case, Quill vs. Vacco, was one of two cases that resulted in the United States Supreme Court's ruling upholding state laws against physician-assisted suicide. 2 The Court also implied a Constitutional right to palliative care.
In response to these developments, two major programs were initiated in New York. In 1997 the New York State Public Health Council began an evaluation of pain management that resulted in the liberalization of the prescribing laws. 4 The Attorney General, Dennis C. Vacco, established the Commission on Quality of Care at the End of Life in 1997 to examine barriers to palliative care. The commission's final report included a major focus on improved public and professional education about palliative care. 5 The commission recommended a statewide effort to enhance palliative care education in medical schools, to be led by the New York Academy of Medicine-an independent, nonprofit, academic institution. This recommendation was supported by the deans of the state's 14 medical schools.
BACKGROUND
With the rise of the research imperative in medicine, the primary goal of clinical work has been to cure disease and prevent death. 6 To a ''great extent all other aspects of medicine have been subordinated to this purpose. '' 7 Medical institutions and medical school curricula have been tailored to fit this objective. Western medicine's traditional focus on curative medicine 8 and the biotechnologic advances in the last quarter of a century have reinforced this approach and marginalized concern for the comforting measures that medicine has the ability and the obligation to provide for those who are chronically and terminally ill.
In response to these developments, educators and policymakers have increasingly stressed the need to enhance training in palliative care and the ethical issues encountered at the end of life. 9 Deficiencies in end-of-life care have been documented in leading studies, and educational and institutional reforms are ongoing. 5,8,10,p. 7,11-14 In 1997, a major report of the Institute of Medicine of the National Academy of Sciences that examined the care of the dying asserted that ''people with advanced, potentially fatal illness and those close to them should be able to expect and receive reliable, skillful and supportive care. '' 10,p. 7 In line with these expectations, the Institute of Medicine made wide-ranging policy recommendations with a special focus on professional competence in end-of-life care and the need to improve medical education in palliative care at all levels. 10 Many medical educators and various subspecialist and specialty societies have defined areas of core clinical competency in end-of-life care, 10, 13, [15] [16] [17] [18] [19] [20] [21] [22] [23] and have addressed the challenge of integrating these themes into medical school and residency curricula. [24] [25] [26] Still others have responded with strategies to motivate curricular reform and educational techniques to enhance the teaching of palliative care. [27] [28] [29] Over the past 25 years, studies conducted to assess the type and amount of palliative care education occurring in U.S. medical schools have revealed that little attention is paid to this topic. 10, 13, 21, 22, [30] [31] [32] [33] Though improvements have been made in palliative care curricula, there remain some discouraging trends, since the first surveys were distributed almost three decades ago. Medical students, 34, 35 practicing physicians, 36 and medical educators do not feel that training is adequate. Although core competencies have been defined, few schools have devised and implemented effective means to incorporate formal palliative care education into medical school curricula.
In order to promote reform, a thorough assessment needs to be done by each school to identify palliative care content throughout the four-year curriculum. Annually, both the Association of American Medical Colleges and the American Medical Association compile statistics regarding the curriculum of each U.S. medical school. 7, 37, 38 These data indicate the existence of death-and-dying education, but offer little detail about particular course content. The AAMC Curriculum Directory 1998 -1999 reports that information about death and dying is taught by each school as ''part of existing required courses,'' ''exists as a separate required course,'' ''exists as an elective,'' or ''is not offered.'' 37 Six of the 126 medical schools offer a ''separate required course'' 37 in death and dying. However, there is considerable variability in what is reported, with some courses consisting of one-day sessions and others lasting ten weeks, with variation in the total teaching times of eight to 30 contact hours per course. 39, 40 It is likely that the schools also offer aspects of palliative care as part of other required courses, most likely in ethics courses and in the clinical clerkships. According to the curriculum directory, 63 of the 126 medical schools offer separate, required medical ethics courses. 37 Although ethics courses may include important end-of-life-care topics, such as advance directives, truth-telling, informed consent, physician-assisted suicide, and euthanasia, they cannot be considered suitable replacements for comprehensive education in palliative care, particularly the basic scientific and clinical knowledge about symptom mechanisms, prevention, and relief. 10 Most medical school educators would maintain that this information is conveyed during the clinical clerkships, but there is little evidence that students are formally exposed to this material. The palliative care content of these rotations can be variable, and the educational value of these experiences has not been studied. In addition to the required curriculum, elective opportunities exist, such as hospice rotations. These, however, are limited and are taken by few students.
THE PALLIATIVE EDUCATION ASSESSMENT TOOL Challenges
The assessment of a school's palliative care curriculum should take into account the singularly broad range of knowledge, skills, and attitudes that must coalesce for a student to develop competence in this area. Students need to learn about the pathophysiology of pain and other symptoms, pharmacologic management, clinical assessment of disease-specific syndromes, and ethical and legal issues at the end of life, as well as the psychosocial and public policy dimensions of chronic and terminal illness.
Unfortunately, unlike the instruction medical schools provide in more narrowly defined fields, which have their own courses in the basic science curricula or rotations in the clinical years, it is the exceptional medical school that has a modular course or rotation devoted exclusively to palliative care. Instead, and perhaps understandably, it is far more common that the elements of palliative care are dispersed throughout the curriculum. For example, a basic science course addressing the pathophysiology of end-stage congestive heart failure may address the dyspnea and fatigue associated with the progression of that disease. Similarly, a surgical rotation may instruct students in the writing of postoperative analgesic orders. Although these experiences are not routinely labeled ''palliative care,'' this instruction in the management of dyspnea, fatigue, or pain should be among a physician's core competencies in palliative medicine.
Assessment of the palliative care curriculum has also been made more complicated by curricular reform efforts at many medical schools. This process has transformed the educational landscape from the traditional Flexnerian design. Familiar courses such as anatomy, biochemistry, histology, pathology, pathophysiology, microbiology, and pharmacology have been transformed into interdisciplinary offerings that include less lecture time and more problem-based learning as the central education strategy. In addition, the traditional line between preclerkship and clerkship course work and rotations has been blurred with increased clinical exposure in the first two years and some required basic science class time in the fourth year. In these endeavors, creative curriculum design has been the norm and not the exception. This has led to greater and greater heterogeneity of schools' education strategies.
Design of Our Instrument
We sought to develop an assessment instrument that would facilitate curricular mapping of palliative care education, given its broad interdisciplinary nature, its dispersal throughout the curriculum, and the heterogeneity and unique characteristics of medical school curricula. After a comprehensive review of the palliative care and medical education literature and consultation with experts, we concluded that no one had developed a systematic method to assess the palliative care content that is being taught in medical schools and the formats in which students learn this material.
In 1999, to assist in the development of an improved assessment process, we established two working groups that were the chief groups of our project, entitled Implementing Palliative Care Education into Medical School Curricula in New York. The first was the Senior Advisory Committee (SAC), which comprised nationally recognized leaders from a wide variety of fields with multidisciplinary expertise in palliative care. The second was the Medical School Implementation Committee (MSIC), comprising two dean-appointed faculty representatives from each New York State medical school-one a faculty leader who was an expert in the area of palliative care, and the other an administrative representative responsible for curricular matters in the school. After a comprehensive literature review, domains and core competencies were chosen and described. These were reviewed by the SAC and MSIC to help define key curricular items, and through this process, we developed the Palliative Education Assessment Tool (PEAT).
The Domains of PEAT
PEAT is a self-assessment instrument consisting of seven major palliative care domains with specific curricular objectives detailed for each: palliative medicine, pain, neuropsychologic symptoms, other symptoms, ethics and the law, patient/ family/nonclinical caregiver perspectives on end-of-life care, and clinical communication skills (see Table 1 for a brief description of each domain, and see the Appendix for the curricular objectives). As the order of the preceding list suggests, the seven domains build upon one another, starting with a basic overview of palliative care and a populationhealth perspective of palliative care. They then proceed to the basic science and applied clinical skills necessary to assess and manage pain and neuropsychologic and other symptoms, as well as the theoretical, moral, and ethical dimensions of palliative care. Finally, the last domain focuses on the skills necessary for communicating with chronically ill and dying patients and their families and intimates.
PEAT was designed to be a flexible self-assessment tool to determine the existence of palliative care education in a wide range of curriculum formats. It allows clinical course directors to assess the implicit as well as the explicit palliative care content. The curricular objectives that were developed delineate the important knowledge, skills, and attitudes for each domain of palliative care. Given the dispersal of palliative care in the curriculum and the heterogeneity of approaches found at each medical school, the PEAT self-assessment instrument is intended to be completed for all required courses in the entire four-year curriculum, as well as relevant electives. Questions about entire Table 1 The Seven Curricular Domains of the Palliative Education Assessment Tool (PEAT) Domain Description I Palliative medicine Identify the basic concepts of palliative care and its inclusion within the care continuum II Pain Understand the origin of pain and the diagnostic and therapeutic therapies used (e.g., as distinct from suffering and psychosocial distress) III Neuropsychologic symptoms Address those symptoms associated with dying, including those that are byproducts of disease or medications (i.e., agitation, depression, delirium, dementia, etc.) IV Other symptoms Address those symptoms that are often of most concern to the patient-those symptoms that are byproducts of medications (i.e., dyspnea, nausea/vomiting, constipation, diarrhea, pruritus, etc.) V Ethics and the law Discuss the ethical and legal issues surrounding the end of life VI Patient/family/caregiver nonclinical perspectives on end-of-life care
Include the concerns of the patient, family, and nonclinical caregiver as the end of life is near VII Clinical communication skills Include clinical communication skills that are essential in all aspects of medicine, and those skills specific to end-of-life care
domains might be left blank if, for example, a basic science course did not include any content related to palliative care. PEAT is intended to be used to survey all required courses, because many of these have palliative care content that would be ''hidden'' unless explicitly surveyed. For example, a problem-based learning session in a pathophysiology course may address the natural history of congestive heart failure and address symptom management for terminal dyspnea or fatigue.
The instrument also includes examples to clarify the various curricular objectives of each domain (see the Appendix) and instructions for its completion (instructions not included in the Appendix). For example, for Domain II: Pain, Objective B, ''Barriers to adequate pain management,'' the example is ''professional, political, or economic, i.e., attitudes toward opioids, addiction, restrictive regulation, inadequate knowledge on the part of the physicians, etc.'' The examples provided are not intended to be comprehensive, but rather are meant to illustrate the intent of the questions.
Other information requested for each course or rotation includes its elective or required status, general content information, total course hours per year, number of hours devoted to each competency, and the format in which each competency was taught. The self-assessment instrument's formats for the pre-clerkship (years one and two) and the clerkship (years three and four) years differ slightly to reflect appropriate choices for the format in which each competency is taught. The pre-clerkship years' instrument is composed of the following teaching-format choices: lecture, inpatient, outpatient, small-group setting, simulated patients, actual patients, problem-based learning, and other. The clerkship years' instrument consists of the following teaching-format choices: inpatient, ambulatory, intensive care unit, hospice, emergency room, lecture, and other.
Uses of PEAT
The success we had with implementing PEAT in the medical schools in New York has made it clear that this instrument can be used to assess, strategically plan, and evaluate changes over time in palliative care curricula. PEAT is an innovative method for curriculum mapping of a thematic issue. Because it is a quality-improvement tool, the very exercise of completing the instrument can allow for constructive discussion about how and where medical students are taught palliative care. It facilitates the identification of ''hidden'' palliative care education and the demonstration of the impact of palliative care skills on care throughout the life cycle, including communication, ethics, professionalism, and pain management.
The PEAT approach can also be useful outside palliative care education. Mapping a thematic area of the curriculum has long been a challenge to educators. This tool can enable educators to describe a specific topic area that is taught in a variety of formats in the curriculum and use the information as the basis for education reform and evaluation. Many topics in medical education are best taught throughout the curriculum with knowledge gained in the pre-clerkship years supplemented by clinical knowledge, skills, and experience. However, like palliative care education, such multidimensional topics frequently suffer from an ''orphan'' status, that is, they are not the primary responsibility of a single department or course. A modified version of PEAT, using our method of thematic analysis, can be employed to systemat-ically assess other multidimensional areas in the curriculum. Our approach can allow such assessment and also make possible the development of a strategic planning process among those responsible for the various areas of the curriculum. Strategic planning efforts can create improvements in the curriculum to better fulfill the particular educational objectives involved.
In short, the use of PEAT will help assess and improve palliative care curriculum content in medical school education and help promote educational reform that will ensure that medical students are adequately prepared to meet the needs of dying patients and their families. This is desirable not only because palliative care itself is important, but because palliative care education can provide a focus from which to teach many of the skills and knowledge bases that are important and necessary for all physicians. 41 Communication skills, the development of empathy, knowledge of ethics, concern for the patient and family, careful symptom assessment, management of pain and suffering, etc., are all essential skills of a good physician. Ensuring that these areas are taught and modeled will be beneficial in all areas of medicine and will address society's desire for more humane and compassionate medical care throughout the life cycle.
